EVALUATION OF 

USAID/VIETNAM’S SUPPORT FOR HIV/AIDS:

The FHI Program:
HIV/AIDS Prevention, Care and Treatment in Vietnam

Final Report for USAID/VIETNAM 
July 2010

[image: image1.jpg]FROM THE AMERICAN PEOPLE




This report is made possible by the support of the American People through the United States Agency for International Development (USAID). The contents are the responsibility of the authors and do not necessarily reflect the views of USAID or the United States Government.

ACKNOWLEDGMENTS

The evaluation team wishes to thank the FHI Vietnam team for its generous support in providing documentation, information, and logistical support.  The team also thanks the Vietnamese Provincial and District Health and HIV/AIDS agencies and NGO partners visited by the team for their hospitality and comments.  Finally, the team thanks officials from the Government of Vietnam, external donors including UN agencies, and USAID staff members for their thoughtful responses to the team’s questions.

ACRONYMS and ABBREVIATIONS

A2


Advocacy and Analysis Project

AIDS


Acquired Immunodeficiency

ANC


Ante-natal Care

AOTR


Agreement Officer’s Technical Representative

APRO


Asia Pacific Regional Office/FHI

ART


Antiretroviral Therapy

ATS


Anonymous Testing Site (Binh Thanh, HCMC)

BCC


Behavior Change Communication
CBO


Community-Based Organizations

CCM


Country Coordinating Mechanism

CDC/LG

Centers for Disease Control and Prevention/LIFE-GAP

CF


Clinton Foundation

CHID


Center for International Health and Development

COC


Continuum-of-Care

COP


Country Operational Plan

COTR


Contract Officer’s Technical Representative

CRS


Catholic Relief Services

CS&T


Care, Support and Treatment

CSW


Commercial Sex Worker

CT


Counseling and Testing

DFID


Department for International Development (United Kingdom)

DIC


Drop-in-Center

DOD


Department of Defense

DOLISA

Department of Labor, Invalids and Social Affairs

DQA


Data Quality Audit

DSEP


Department of Social Evils Prevention

EE


Entertainment Establishments

FHI


Family Health International

EPP


Estimation and Projection Package

FBO


Faith Based Organization

FSW


Female Sex Worker

GF


Global Fund

GFATM

Global Fund for AIDS, TB and Malaria

GIS


Geographic Information System

GVN


Government of Vietnam

HAIVN

Harvard Medical School AIDS Initiative in Vietnam

HBC


Home Based Care

HCI


Health Care Improvement Project

HCT


HIV Counseling and Testing

HCMC 

Ho Chi Minh City
HE


Health Educator

HIS


Health Information System

HIV/AIDS
Human Immunodeficiency Virus/Acquired Immunodeficiency

HMIS
Health Management Information System

HPI
Health Policy Initiative

HR
Human Resources

HSS
Health Systems Strengthening

IBBS 
Integrated Bio-Behavioral Surveillance

IEC


Information, Education, Communication

IDU


Injection Drug User

INGO


International Non-Governmental Organization

M&E


Monitoring and Evaluation 

MARP


Most-at-Risk-Populations

MdM


Médecins du Monde

MMT


Methadone Maintenance Therapy

MOH


Ministry of Health

MOLISA

Ministry of Labor, Invalids, and Social Affairs

MSM


Men-Who-Have-Sex-with-Men

MTCT


Mother-to-Child Transmission of HIV

OGAC


Office of the Global AIDS Coordinator

NGO


Non-Governmental Organization

OI


Opportunistic Infection

NIHE


National Institute of Health and Epidemiology

OPC


Outpatient Clinic

OVC


Orphans and Vulnerable Children

PAC


Provincial AIDS Committee/Center(s)

PDSA


Plan Do Study Act (problem-solving cycle)

PE


Peer Educator

PEPFAR

President’s Emergency Plan for AIDS Relief

PF


Partnership Framework

PFIP


Partnership Framework Implementation Plan

PHS


Provincial Health Service

PLHIV


People Living with HIV/AIDS

PMC


Preventive Medical Center

PMTCT

Prevention of Mother-to-Child Transmission of HIV

PMU


Program Management Unit

QA/QI


Quality Assurance/Quality Improvement

RDU


Recovering Drug User

RPI


Regional Pasteur Institute

SAMSHA

Substance Abuse and Mental Health Services Administration

SCMS


Supply Chain Management System

SHAPC

Sexually Transmitted Infection/HIV/AIDS Prevention Center

SI


Strategic Information

SOP


Standard Operating Procedure

SOW


Scope of Work

SW 


Sex Worker

STI


Sexually Transmitted Infection

TB


Tuberculosis

TOT


Training-of-Trainers

TWG


Technical Working Group

UN


United Nations

UNAIDS

Joint United Nations Program on HIV/AIDS

UNFPA

United Nations Population Fund

UNODC

United Nations Office of Drugs and Crime

USAID

United States Agency for International Development

USG


United States Government

VAAC


Vietnam Administration for HIV/AIDS Control

VCT


Voluntary Counseling and Testing

VND


Vietnam Dong (Vietnamese currency)

VR


Vocational Rehabilitation

WB


World Bank

WHO


World Health Organization

Table of Contents

1ACKNOWLEDGMENTS


2ACRONYMS and ABBREVIATIONS


7EXECUTIVE SUMMARY


12I. BACKGROUND AND CONTEXT


13Purpose and Objectives


13Methodology


14III. FINDINGS AND RECOMMENDATIONS


14Key Project Achievements


15Prevention


15Findings Related to Prevention


15Prevention Interventions for Injecting Drug Users (IDUs)


16Prevention interventions for IDUs-Methadone Maintenance Therapy


16Transitional Program for Recovering Drug Users


16Prevention Interventions for Female Sex Workers


17Prevention Interventions for Men who have Sex with Men


17Prevention Interventions for Long Haul Truck Drivers


18HIV Counseling and Testing


18Prevention of Mother-to-Child Transmission (PMTCT)


19Prevention for Positives


19Strengths in HIV Prevention


20Constraints in HIV Prevention


21Recommendations for HIV Prevention


22Care, Support and Treatment


22Findings Related to Care, Support and Treatment


22Umbrella Care


23Sub-Area Clinical Care


24Treatment


24Strengths in Care, Support and Treatment


25Constraints in Care, Support and Treatment


25Recommendations for Care, Support and Treatment


26Strategic Information (SI)


26Findings in Strategic Information


28Strengths in Strategic Information


29Opportunities for improvement in Strategic Information


30Recommendations for Strategic Information


33Program Management


34Challenges and Recommendations


34Coordination and Collaboration


35Collaboration between USAID, CDC and FHI


35Summary of Key Recommendations for the Final Year of the FHI Project


36Recommendations for HIV Prevention


37Recommendations for Care and Treatment


37Recommendations for Strategic Information


39Program Management and Coordination


39Evaluation Design and Process




EXECUTIVE SUMMARY

USAID, in partnership with the Government of Vietnam (GVN), has funded Family Health International (FHI) to implement a five-year (2006-2011), $40 million project under PEPFAR Phase I. The primary goal of this project is to strengthen the Vietnamese response to the HIV epidemic in order to reverse the spread of HIV and improve the health and quality of life of those infected and affected by HIV/AIDS.  This project was designed to support the goal of the Government of Vietnam (GVN) National Strategy on HIV/AIDS Prevention and Control until 2010 with a Vision to 2020: “To control the HIV/AIDS prevalence rate among the general population to below 0.3% by 2010; to reduce the adverse impacts of HIV/AIDS on social-economic development,” in addition to PEPFAR’s vision.  

The three interrelated primary objectives of the USAID-supported FHI project are: 

Objective 1: Reduce risk behaviors of injection drug users (IDUs), female sex workers (FSWs), client of sex workers, men who have sex with men (MSM), and people living with HIV/AIDS (PLHA); increase access to, and use of, quality voluntary counseling and testing (VCT) and sexually-transmitted infections (STI) services through capacity building for local organizations.

Objective 2: Improve and expand access to, and use of quality, client-centered HIV treatment, care, and support services for PLHA and affected children and families through capacity building for local organizations.

Objective 3: Provide valid and reliable strategic information consisting of program monitoring and surveillance data, targeted evaluations, and size estimations for most-at-risk populations (MARPs) that improve policy and intervention responses.  

To address these objectives, the FHI initiative reaches out to most-at-risk populations through a continuum of prevention-to-care network (COC) that provides behavior change interventions to injecting drug users (IDU), female sex workers (FSW) and their clients, and men who have sex with men (MSM) at high-risk and other venues. The program further promotes HIV counseling and testing and refers clients to a variety of coordinated, client-focused services through an integrated network of prevention, care, and treatment services in 11 provinces. The FHI project has worked through national and provincial coordination mechanisms and functioned as a technical resource for USAID and other programs to promote development and application of consistent standards. 
This program evaluation is to assess the effectiveness, efficiency and quality of the FHI project at facility and community-based service levels; identify implementation gaps/challenges; and propose key recommendations for further improvement and direction for the remaining activity period and to inform the design of a follow-on activity.  During June and July 2010, a five-member evaluation team gathered data through review of documents and project statistics, structured interviews with key informants, including government, donor organizations and FHI’s team, and site visits to implementing partners and beneficiaries in four provinces.  Analysis of these data forms the basis for the report’s findings and recommendations.  

The team found that on the whole, FHI’s approach to achieving project targets is systematic and evidence-based and that the quality of work is high.  The focus remains on encouraging safe behavior among MARPs and increasing access to quality treatment, care and support.  Key project achievements were found to include the following: 1) Overall, FHI has conscientiously fulfilled the terms of its agreement with USAID.  2) Comprehensive strategies were developed for reaching and providing HIV services to MARPs.  3) Quality services were designed and implemented in collaboration with local partners, including Provincial Health Services and AIDS Committees (PHS, PAC). 4) A major contribution is the development of the HIV prevention-to-care continuum (COC) network of services for MARPs.  5) FHI’s strong technical capacity was noted in addition to its support for the development of guidelines and Standard Operating Procedures (SOP), which have been adopted nationally by the GVN. Training, mentoring and supervision were other areas of strength and included curriculum development. Strategic information and monitoring and evaluation systems were assessed to be strong. 

The evaluation identified issues in the three objective areas that merit addressing during the remainder of the project.

Objective 1. Prevention.  The HIV prevention interventions supported by FHI focus on MARPs and consist primarily of targeted behavior change strategies to reduce HIV risk and increase access to, and use of, quality Counseling and Testing (CT) and sexually transmitted infections (STI) services.  Specific interventions include training of outreach workers and counselors, support for rehabilitation, vocational training and job placement for recovering drug users (RDUs), piloting the Methadone Maintenance Therapy (MMT) and providing prevention for people living with HIV (PLHIV).  FHI’s comprehensive prevention strategy has been effective in reaching an increased number of IDUs and providing information to reduce risk and improving access to STI services, VCT testing and referral to treatment.  In most areas of prevention, FHI has exceeded the targets set (number of IDUs. FSWs, MSM and truck drivers reached, people trained, condom distributions sites and needle/syringe boxes established), but some achievements have been uneven and varied by location.  USG policy on needle supply/exchange limits this HIV prevention strategy for PEPFAR/USAID-supported projects.  Although FHI has helped pilot MMT and other alternative approaches to drug treatment, access to effective drug treatment is limited, and stigma and discrimination against IDUs and other MARPs remains high.  FHI’s strategy has been responsive to changes in the epidemic and the need to monitor related trends, such as the increase in drug use among FSWs and MSM. 

Objective 2. Care, Support and Treatment.  FHI’s agreement with USAID includes providing support for comprehensive client and family-centered care, support and treatment (CS&T) services through provincial and district COC networks in PEPFAR focus provinces.  This has been achieved through supporting the leadership of provincial and district COC Coordination Committees and by building the institutional capacity of district health centers, PLHIV   support groups and local organizations through training, clinical mentoring, on-site supportive supervisions, and development and use of QA/QI tools.  The services provided include PMTCT, ART, opportunistic infection (OI) prevention and treatment, palliative care, nutrition support, TB/HIV, psychosocial support services, community and home-based care (CHBC), and care for children affected by HIV.  MARP access to CS&T services is maximized through COC Network links with VCT, methadone clinics, outreach prevention services and the transition programs in HCMC.  FHI support has made a strong contribution to capacity building and health service strengthening through the COC model at district and provincial centers.  In addition, the clinical training manual developed and trainings offered, and the SOPs that are used at the national level, all contribute to strengthening the health services and the provision of quality care and services.  A major constraint is to maintain FHI’s comprehensive model of continuum of prevention to care, including the high rate of completed referral and linkages to other services.  Currently this model is implemented only in those districts receiving FHI-support.  Replication and expansion will require research in order to design a more cost-effective and less-labor intensive model for broader implementation

Objective 3: Strategic Information.  The SI focus of the FHI project has three functional areas: 1) programme monitoring; 2) HIV epidemiology, and, 3) evaluation studies of key interventions.  From the perspective of delivering activities as planned, the project appears to be on track. A number of additional SI activities have taken place during the first four years of the project.  Although FHI was found to continuously improve and streamline SI operations, some opportunities for improvement were identified. These included insufficient emphasis on routine programme monitoring; limited use of data especially at the provincial, district and facility level, in addition to missed opportunities for SI capacity building at the decentralized level.

Program management. Regarding program management, the team found that FHI has a clear management, reporting and staffing structure. However, given the size and complexity of the program, senior management was described as being stretched and therefore would benefit from the addition of a competent deputy director. Financial and administrative systems appeared to be well functioning, indicating strong organizational capacity that would be capable of expanding to handle increased activities in future.  Program-related staff is organized in silo-like units (e.g., prevention, CS&T) which function vertically and thus could benefit from efforts to integrate planning and implementation of program activities.  Staff plays an active role in training and providing on-going support to implementing partners at project-supported sites in the 11 provinces.  Although widely described as technically competent, FHI staff also was perceived as being difficult and arrogant at times.  Although FHI was viewed as being collaborative, the team found an inconsistency with some partners where FHI could have been more proactive in initiating early and on-going communication with partners (e.g., INGOs and UN agencies), in order to prevent misunderstanding and enhance working relationships.

Coordination and collaboration.  FHI is a contributor and an active participant in the HIV/AIDS coordination mechanisms at the national, provincial and district level.  These coordination mechanisms provide a venue for USAID and FHI to advocate for HIV policy changes in collaboration with other partners.  The relationship with USAID was viewed as positive from both perspectives.  Communication and decision-making among PEPFAR partners in general was described as needing special efforts to ensure the exchange of information, and more inclusive and consultative relationships especially with program-related decisions.

Summary of Key Recommendations.  Major recommendations for the remainder of the FHI project (2010-2011), following from the issues identified above, include the following (among others):

Recommendations for the Overall Project

· A major priority for FHI during the final year of the USAID-funded agreement is to develop a plan and begin the phased transition of interventions and implementation sites to government and to other organizations such as civil society where feasible.  The evaluation recommends that all partners (e.g., USAID, FHI, GVN, staff at implementing sites, etc.) are involved in the initial discussions and planning process.  Among the many issues needing to be addressed is an assessment of GVN capacity to assume responsibility for providing services, in addition to the integration of contract staff.  The transition process needs to document the lessons learned, which can be used in planning for the follow-on project.  The work plan for 2010-2011 will need to be adjusted to allocate staff time and resources to plan, monitor and document the transition process.  The next year should be viewed as a pilot phase and as such will need to build in flexibility to adapt to on-going learning from the process.  As much as possible, the transition plan should be harmonized with and leverage the Partnership Framework and Partnership Implementation Plan (PFIP). 

· As noted earlier, the continuum of care model is a major contribution of the FHI project.  Documenting the impact of the transition process on this model will be important. This will present a special challenge to FHI program managers who are described as being committed to a rigid implementation of the model. After transition and transfer of services, it might not be possible to support all components of COC, which could be viewed as a compromise to the current high quality of care.

· USAID and FHI to work more closely with GVN and other organizations (e.g., Global Fund, World Bank, United Nations) to ensure that current and future programs are strategically focused and address the national situation (i.e., beyond specific provincial/district) and to facilitate contributions to policy development, (e.g. sharing experiences on effective drug treatment, enhancement of social work, etc.).

· Another overall recommendation is to encourage FHI, during the final year of the program (2010-2011), to explore ways to increase sharing of its technical expertise to institutions that will take on different pieces of FHI’s technical consultative and capacity building roles (e.g., including to GVN, centers of excellence, Regional Pasteur Institutes, university partners, private sector and civil society).
Recommendations for HIV prevention
· The comprehensive HIV prevention strategy should continue to be updated, based on experience and data from on-going studies, and be responsive to changes in the epidemic.

· Increase efforts to coordinate with GVN and other partners on all components of the prevention strategy, including harm reduction interventions. 

· Collaboration with GVN and other partners is needed to improve coordination of outreach programs and to address challenges related to recruitment and retention of outreach workers.  Partners supporting outreach workers and peer educators need to develop a policy of one rate for salary, incentives and benefits for outreach workers.

· Maintain prevention focus on MARPs, including attention to the changes in drug use reported among FSWs and MSM.  

· Build on the pilot MMT project to inform the proposed expansion of access to methadone.  Continue studying/documenting the MMT project, including the replication/expansion process.  This research will help inform the expansion process and the longer-term process of transitioning MMT to GVN, in addition to the need to design a less costly and labor intensive MMT model, at the same time as continuing quality counseling and the high rate of adherence.

· Increase efforts to address stigma and discrimination through education and training.  

· The proposed transition of selected VCT sites should be part of the planning, monitoring and oversight recommended above.

· Increase efforts to work with local government and HIV committees to begin transition of support for prevention interventions.  Also, it is recommended to explore the possibilities for civil society to support prevention interventions, including outreach services and other counseling services.  

Recommendations for Care and Treatment
· Continue to provide support in the CS&T areas and build capacity. Focus on the newer/weaker sites where problems exist and more strengthening is needed, e.g., Lao Cai. 
· For the CBHC workers, work with local groups to explore alternative ways of providing home care services.  For example, commune health workers might be able to visit patients who are not as ill.  As the caseload continues to grow, CHBC workers will experience burn out and the quality of service could suffer. This is an important component of COC as CHBC workers are a critical link to the communities.
· For OVC support, continue to work with MOLISA to plan for the training and development of social workers who could potentially support OVC in the future.

· Evaluate the pilot OVC project in Thu Duc, as well as the comprehensive OVC program in Hai Phong and apply the lessons learned from these sites in the future.

· The FHI project has done an excellent job of strengthening health systems and human resources at different levels with the GVN. The future needs to focus on sustainability.

· As noted above, during 2010-2011, FHI should engage in a strategic planning process with the service providers, and the PACs to plan for transitioning selected mature COC sites. A first step is designing a detailed plan, including the technical and financial implications of the transition process.  One long-term objective would be for GVN to assume responsibility for all services and related activities except the provision of ARVs.  A first step would be to identify sites for the pilot phase of transitioning during the next year (2010-2011), including plans to document the process, in order to build on this experience in the follow-on project.  FHI’s work plan for 2010-2011 would need to be adjusted to include planning and monitoring of the transition process, including financial support for staff to participate in the process and play a strong supervisory and assessment role.  The learning during the next year will be critical for designing the follow-on phase.

Recommendations for Strategic Information

· Support MOH in planning how financial, human and institutional ownership and capacity of FHI-supported SI activities will be transferred to the MOH over the next five years. 

· Adopt a more transparent collaborative relationship with international partners. 

· Decentralize capacity building to key institutions to serve as centers of excellence. 

· Build SI governance capacity using direct sub-agreements with NIHE, VAAC, RPIs and PACs. 

· Integrate SI capacity building as part of the strategy for producing SI deliverables, and be flexible as the system adopts new functions. 

· Shift data quality assurance function to the health system. 

· Consider implementing a collaborative improvement approach for rolling out QI activities. 

· Systematically promote data use among M&E staff and decision-makers at provincial and facility levels. 

Recommendations for Program Management and Coordination
· FHI should hire a deputy director to support senior management.

· Increase efforts to integrate program units within FHI, e.g., increase collaborative planning between units, etc.

· Feedback related to FHI staff relationships with implementing and international partners should be discussed and addressed internally.

· USG partners should consult sub-partners when making program-related decisions.

· PEPFAR partners (including USAID) should develop joint policies, for example incentives for outreach workers, contract staff, etc., in addition to supporting GVN and other donor-group (e.g., Global Fund, World Bank) policies related to HIV.

· PEPFAR should increase efforts to coordinate among USG partners and with GVN and non-PEPFAR partners.

Evaluation Design and Process
For future evaluations, it is recommended that site visits be made to HIV/AIDS project activities supported by GVN and other donors (e.g., Global Fund, World Bank, CDC), which would provide a basis for comparison of approaches and facilitate planning for the future.

I. BACKGROUND AND CONTEXT

In 2004, Vietnam became the 15th focus country under the U.S. President’s Emergency Plan for AIDS Relief (PEPFAR).  During Phase I, PEPFAR’s goal was for the Government of Vietnam and its partners to have the capacity to provide a full range of HIV/AIDS prevention, treatment and care services in accordance with the needs of the people of Vietnam.  To help achieve this goal, five USG Agencies (USAID, CDC, SAMHSA, DOD and the State Department), in partnership with the Vietnamese Government, have coordinated support to prevent new HIV infections and to provide care, support and treatment services for Vietnam.  PEPFAR Phase II, authorized in 2009, will focus on country ownership and health systems strengthening.

USAID, in partnership with the Government of Vietnam (GVN), has funded Family Health International (FHI) to implement a five-year (2006-2011), $40 million PEPFAR project. The primary goal of this project is to strengthen the Vietnamese response to the HIV epidemic in order to reverse the spread of HIV and improve the health and quality of life of those infected and affected by HIV/AIDS.  This project was designed to support the goal of the Government of Vietnam (GVN) National Strategy on HIV/AIDS Prevention and Control until 2010 with a Vision to 2020: “To control the HIV/AIDS prevalence rate among the general population to below 0.3% by 2010; to reduce the adverse impacts of HIV/AIDS on social-economic development,” in addition to PEPFAR’s vision.  

The interrelated objectives of the USAID-supported FHI project are listed below: 

Objective 1: Reduce risk behaviors of injection drug users (IDUs), female sex workers (FSWs), clients of sex workers, men who have sex with men (MSM), and people living with HIV/AIDS (PLHA); increase access to, and use of, quality voluntary counseling and testing (VCT) and sexually-transmitted infections (STI) services through capacity building for local organizations.

Objective 2: Improve and expand access to, and use of quality, client-centered HIV treatment, care, and support services for PLHA and affected children and families through capacity building for local organizations.

Objective 3: Provide valid and reliable strategic information consisting of program monitoring and surveillance data, targeted evaluations, and size estimations for most-at-risk populations (MARPs) that improve policy and intervention responses.  

To address these objectives, the FHI initiative reaches out to most-at-risk populations (MARPs) through a continuum of prevention-to-care network that provides behavior change interventions to injecting drug users (IDU), female sex workers (FSW) and their clients, and men who have sex with men (MSM) at high-risk and other venues. The program further promotes HIV counseling and testing and refers clients to a variety of coordinated, client-focused services through an integrated network of prevention, care, and treatment services.  FHI was initially assigned six provinces: Ho Chi Minh City (HCMC), Hanoi, Hai Phong, An Giang, Can Tho and Quang Nin.  Nghe An was added in Year Three, and Dien Bien and Lao Cai Provinces in Year Four because of the increase in HIV prevalence among IDUs.

In addition to PEPFAR, international support for Vietnam’s response to HIV has increased, including funding from the World Bank, the Global Fund, and DFID, among others.  However, the technical support necessary to ensure minimum levels of quality has been weak, as is coordination of these efforts.  Therefore, the FHI project has focused on addressing these technical and organizational challenges by working through national and provincial coordination mechanisms and functioning as a technical resource for USAID and other programs to promote development and application of consistent standards.

II. EVALUATION PURPOSE and METHODOLOGY

Purpose and Objectives

USAID/Vietnam requested this evaluation to review the progress of the key activities of the FHI project since the beginning of the current project to date.  The objectives of the evaluation were to: 1) assess whether the project is on the right track to achieving its objectives, goals and indicators; 2) assess the projects strengths, weaknesses, gaps in service delivery and any constraints to successful implementation; 3) provide recommendations to build on strengths, correct weaknesses and improve implementation to enable USAID and partner staff to develop a course of action for the remainder of the activity; and, 4) provide recommendations that can be used to inform the design of a follow-on activity focusing on sustainability and eventual GVN ownership.  The complete Scope of Work (SOW) containing detailed evaluation questions is in Annex V. Clarification of the intent of specific questions and other evaluation concerns were made in the first in-country week of the evaluation.

Methodology

Congruent with the evaluation objectives, this was an external process evaluation. The evaluation was conducted in June-July 2010 by a team consisting of two international (US and Canadian) consultants with expertise in HIV/AIDS, two USAID/Washington staff and one USAID/Vietnam staff. The main information sources were project and partner documents, key informant interviews, and site observation. Site visits were conducted in four provinces (Hanoi, Hai Phong, Dien Bien, and HCMC). Site selection criteria were established by USAID and included geographic diversity (rural/urban), length of time supported (new/old), and economic diversity (richer/poorer). The final list of sites selected was initially proposed by FHI, with amendments from USAID and the evaluation team. 

Desk Review. The team reviewed documents obtained from FHI, USAID, GVN, donor and United Nations organizations including FHI project documents, HIV/AIDS materials, and independent research reports.  The complete list of documents reviewed is found in Annex I.

Key Informant Interviews. Based on the SOW and questions elicited from the document review and USAID, the team developed a comprehensive set of questions to be answered during the evaluation. From this list, the team developed interview guides for key groups: USAID staff, FHI, GVN officials, other donors and international NGOs, and implementing partners. A sample interview guide is included in Annex IV. Three Vietnamese interpreters facilitated interviews; on a few occasions, Vietnamese-speaking team members provided interpretation.

Interviews with GVN central level staff and international donors and partners took place in Hanoi, while the remaining interviews took place during provincial site visits. All together, the team interviewed USAID staff, FHI staff, government officials (MOLISA, VAAC, NIHE, People’s Committee of Haiphong, RPI, PAC, and PHS), USG and international partners and donors, as well as beneficiaries and their families. Most interviews were conducted in person, with a small number conducted by phone and email. Individuals interviewed are listed in Annex II.

Site Visits. Team members visited and observed project activities where possible. Site visits were made at PACs, PHS, outpatient clinics, VCT and drop-in centers, MMT clinics, community home-based care visits at patients’ homes, PLHA support groups, MARPs hotspots and community needle and syringe boxes (supported by non-USG funding). Site visits also allowed for review of data collection forms, medical records, registers and data management software. Organizations/sites visited are listed in Annex III.

Analysis. Team members took detailed notes during interviews and site visits. Information/data from document review, interviews and site visits were aggregated according to the evaluation questions described above to ensure that team conclusions would be based on data derived from several sources. In some cases, the team returned to FHI for further information and/or clarification. The team presented preliminary findings and recommendations to USAID and to FHI, in addition to VAAC. The comments and further information generated from debriefing discussions have been incorporated into the writing of this report. 

III. FINDINGS AND RECOMMENDATIONS

Key Project Achievements 

Key project achievements were found to include the following.  Overall, FHI has conscientiously fulfilled the terms of its agreement with USAID.  Comprehensive strategies were developed for reaching MARPS.  Quality services were designed and implemented in collaboration with local partners, including Provincial Health Services and AIDS Committees (PHS, PAC).  Most interviewees noted FHI’s strong technical capacity. FHI supported the development of guidelines and Standard Operating Procedures (SOP), which have been adopted nationally by the GVN. Training, mentoring and supervision were other areas of strength and included curriculum development. Strategic information and monitoring and evaluation systems were assessed to be strong.

A major contribution is the development of the HIV prevention-to-care continuum (COC) network of services for MARPS in 11 districts.  The COC network is described as bringing together essential treatment, care, support, and prevention services in one coordinated system led by provincial and district COC coordination committees. The model has included the development and expansion of outreach programs, utilizing peer educators (PE) from target MARPs groups. The cross-linkage of services (e.g., through the use of case managers) is an important component of the COC, as is the referral system, facilitated by the proximity of services where possible and continuity of on-going training and oversight by the FHI team and partners.  

These achievements, challenges and recommendations will be discussed in more detail in the following sections on prevention, care and treatment, and strategic information.

Prevention

Findings Related to Prevention

Objective 1: Reduce risk behaviors of IDU, FSW, clients of sex workers, MSM, and PLHA, and increase their access to, and use of, quality voluntary counseling and testing (VCT) and STI services through capacity building for local organizations.

The HIV prevention interventions supported by FHI focus on MARPs and consist primarily of targeted behavior change strategies to reduce HIV risk and increase access to, and use of, quality Counseling and Testing (CT) and sexually transmitted infections (STI) services.  Specific interventions include training of outreach workers and counselors, support for rehabilitation, vocational training and job placement for recovering drug users (RDUs), piloting the Methadone Maintenance Therapy (MMT) and providing prevention for people living with HIV (PLHA). 

Prevention Interventions for Injecting Drug Users (IDUs)

FHI has developed a risk reduction strategy to reach IDUs who are driving the epidemic in Vietnam.  Core interventions for IDUs include establishing drop-in-centers and expanding peer outreach, in addition to development of peer educator (PE) and training-of-trainer (TOT) curricula and trainings.  A new category of worker, Health Educators (HE), was created to provide higher quality counseling and supervision of PEs.  Case managers have contributed to the COC, especially referral and linkages to VCT and other counseling services.  All interventions have been designed to increase access to VCT and early diagnosis and referral of HIV positive IDUs to care and treatment.  The evaluation team observed social support groups, which were reported to be effective for participants and family members.  

Employment for recovering IDUs and PLHA is a major need and challenge.  FHI developed a comprehensive vocational rehabilitation (VR) and employment program to address barriers related to individuals, employment, and policy/structural and legal frameworks.  This attempt to implement a holistic approach with interventions at multiple levels is new in Vietnam and needs to be carefully monitored to assess its effectiveness.  

Prevention interventions for IDUs-Methadone Maintenance Therapy

In collaboration with the Vietnam Administration of HIV/AIDS Control (VAAC), Hai Phong Health Department, the HCMC Provincial AIDS Committee (PAC), and PEPFAR partners and donors (CDC, SCMS, WHO, DFID and the World Bank), FHI supported the first three pilot MMT sites in Hai Phong and HCMC. This fiscal year it was proposed that FHI would support six new sites but the Ministry of Health (MOH) proposed to scale up MMT clinics in eight new provinces, of which FHI was to support implementation in Dien Bien and Can Tho.

In addition, the VAAC announced that it has a goal of having 80,000 former IDUs on methadone by 2015; therefore FHI proposes to support the Vietnamese government to establish and run 15 new methadone clinics. Implementation, including renovation, staff recruitment and training, will occur in Dien Bien (2), Can Tho (2), HCMC (2), Hai Phong (7) and Hanoi (2). This is a major expansion; therefore, capacity and referral links will have to be developed. The existing sites (Le Chan and Thuy Nguyen in Hai Phong and Binh Thanh in HCMC) appear to be functioning well with over 300-400 clients on opioid substitution therapy.

Sites such as Binh Thanh reported that adherence was good and that more of the clients were working, integrating to their families, and turning their lives around. The evaluation team also participated in a family support group for people on methadone in Hai Phong. The stories of parents and spouses were extremely moving and hopeful in that after years of suffering, the close family members were able to envision a future with the person on methadone.  A few clients do drop out of the MMT program; therefore, advocacy efforts continue to be needed to maintain as many MMT clients as possible.

Transitional Program for Recovering Drug Users

FHI also provides a continuum of services for individuals transitioning from 06 centers to their home communities, which includes case management, peer-led social support groups and drug addiction counseling.  In HCMC, four districts are piloting this model. 

This work supported the training of DOLISA social workers at the ward level in order to increase the staff available to reach out to drug users.  The training transformed their role, giving social workers who previously worked as effective parole officers, the ability to assess clients, keep better records and conduct productive visits.  FHI also supported the training of facilitators to lead peer-led social support groups. The training emphasizes leadership styles that help others feel safe and motivated to participate in the group.  

Prevention Interventions for Female Sex Workers

The interventions for female sex workers (FSW) include a variety of interventions: peer outreach and education, drop in centers, condom distribution, targeted media, STI diagnosis and management, VCT, and referral to other services such as HIV care and treatment, MMT and needle and syringe distribution sites. The FHI continuum of care package also includes investment in structural interventions to build a supportive enabling environment for FSWs.  These interventions consist of targeted information and advocacy to local authorities, stakeholders, and Entertainment Establishments (EE) owners and managers. In general, FHI has met or is on track to meeting the targets for FY10, and should meet the targets outlined in the original proposal with USAID.   

The team visited two FSW clubs:  Anh Duong Club in HCMC and Hoa Phuong Club in Hai Phong.  Each site housed a wide range of activities, including STI services, VCT and mobile VCT, community outreach, peer educators and referral when necessary.  Staff working at both sites was highly committed, knowledgeable about their activities and forward-looking.  Many staff consistently acknowledged the quality of technical assistance and training provided by FHI, including training on supportive supervision. However, those interviewed did mention the turnover of community outreach workers and peer educators as a problem, as well as the long distances they had to travel to reach some clients.

It is not clear what effect the USAID/FHI-supported program is having on the use of condoms. Among both street-based and venue-based sex workers, the percentage of FSWs reporting condom use in HCMC and Hanoi has decreased approximately 50% according to the 2009 IBBS. 

Outside of these two provinces, FHI is also targeting activities to a population living in the border regions between HCMC, Vietnam and Phnom Penh, Cambodia.  Vietnamese women who migrate to Cambodia for employment may ultimately engage in sex work.  

Prevention Interventions for Men who have Sex with Men 

Men who have sex with men are another group at high risk for HIV transmission in Vietnam.  Not unlike the interventions for FSWs, MSM interventions also include peer outreach, drop-in centers, and structural interventions in EEs. In addition, MSM interventions include MSM-friendly health service networks and internet-based services.  The two sites the team visited (Hai Dang Club in Hanoi and Blue Sky club in Binh Thanh District, HCMC) included peer education, STI counseling, VCT (or mobile VCT), targeted media and outreach services.   A large portion of the activities also included targeted outreach to EE owners and organized social activities. 

FHI has supported six outreach intervention sites, in addition to conducting several research studies on MSM behavior to have a better understanding of this population.   Data from the IBBS 2009 show that HIV prevalence is highest in Hanoi, Hai Phong, HCMC, and Can Tho.  HIV prevalence among MSM has nearly doubled from 5-9% in 2006 to 16-17% in 2009.   

Web sites for MSM provide an opportunity to reach hidden MSM and can provide information about HIV and safer sexual behaviors such as the two FHI-supported websites, www.adamzone.com and www.nam-man.com.    The strength of social networking and internet websites lies in the ability to appeal to the latest demands of the audience, have new and fresh material and innovations, and be a leader among website content and website functions. 
Prevention Interventions for Long Haul Truck Drivers 

This work started in April 2008 after a qualitative assessment was conducted by FHI to better understand truckers’ behaviors in HCMC and Hanoi. The work began in these two cities and then expanded to Quang Ninh Province.  In HCMC, FHI identified a new partner for the PAC, the HCMC Labor Union. 

Interventions have included creating information centers in the bus/truck stations, recruiting and training health educators and community outreach workers who implement interpersonal and group communication events, arranging mobile VCT and STI clinic days, installing condom and communications boxes in often frequented areas, conducting regular mapping of these hotspots, and conducting advocacy with stakeholders such as petrol vendors and EE owners.   

These activities are the only types of activities which specifically target FSW clients.  Across the country, sites have surpassed their targets for the numbers of long-haul drivers reached.  Interesting media (a CD with songs for the road, as well as skits with messages about HIV risk and commercial sex workers) was designed as part of the intervention.  Furthermore, there is strong support from the local authorities and the HCMC Labor Union, which has donated several spaces for these activities.  There are sites where HIV materials are available in several of the coach stations and counseling offices in the markets that were donated by the Labor Union and the HCMC PAC. The site visit confirmed the importance of reaching truckers, although this is an especially challenging population.

HIV Counseling and Testing

Voluntary counseling and testing (VCT) is an important part of the prevention-to-care network as it is an entry point to community support and treatment (CS&T) and PMTCT, and it provides opportunities for behavior change to prevent HIV and other STIs.  From the sites the evaluation team visited and the documents reviewed, the team concludes that FHI will have achieved the key results they originally identified and will likely surpass the original targets.

FHI has supported over 30 VCT sites. Some of these sites also include mobile VCT services and this represents an important method for reaching hard-to-reach clients.  While the 06 Pilot Center transitional program did encourage clients to go to the VCT, clients demonstrated high levels of relapse behavior back to drug use and had many mental health issues.
 

The evaluation team visited 10 VCT sites supported by FHI. The training of the counselors, their record keeping, referral mechanisms, and follow-up counseling for different issues were excellent. At several of the sites, most of the clients were referred and accompanied by peer outreach workers; therefore, this link remains important in reaching MARPs. The number of clients seen daily at the different sites varied with some of the busier sites operating at their maximum capacity, but others could see many more clients.

In relation to “form a national cadre of VCT counselors,” (FHI Technical Proposal, 2006) the two Centers of Excellence, Bach Mai in Hanoi and the Anonymous Testing Site (ATS) at Binh Thanh in HCMC, were visited. Each center serves as training resources for their region in Vietnam.   

Sexually Transmitted Infections (STI)

STI is considered a cross-cutting intervention and the services are promoted to MARPs through outreach workers and peer educators.  Services are provided through clinics in drop-in centers and one mobile unit in HCMC.  The 13 sites are operated in partnership with the government.  FHI provides financial support for the clinics and training and oversight of clinical staff. These clinics provide access to MARP-friendly services and are linked to HCT and other services. 

Prevention of Mother-to-Child Transmission (PMTCT)

FHI supports 11 sites to provide PMTCT services (10 PMTCT plus sites with one site providing only counseling, testing and referral) as part of a family-centered care model. The OPC staff and the PMTCT staff at both the Dien Bien and Hai Phong sites reported that all antenatal clinic women are counseled about HIV, and individually make the decision whether or not to go for testing.  Many pregnant women therefore decide not to get tested; however, as FHI has reported in their semi-annual performance report for the period October 1, 2009 to March 31, 2010 to USAID/Vietnam
, 3,408 pregnant women were tested and received their results. In provinces or cities where most ANC women deliver in hospital, it is easier to administer the ARV prophylaxis but in a province such as Dien Bien, where 80% of deliveries take place at home, it is more difficult.

Staff capacity at some PMTCT sites, particularly new sites, remains inconsistent and many still require substantial technical assistance. The number of women getting tested for HIV before 28 weeks is still low due largely to stigma, discrimination and perhaps a lack of perceived risk.

Prevention for Positives

By scaling up the Continuum of Prevention-to-Care (COC) network, reducing stigma and discrimination, and developing the capacity of PLHIV support groups, FHI proposed to minimize the “loss to follow-up” and ensure that PLHIV accessed the array of prevention and care services available. At the sites the evaluation team visited, the COC network was functioning well for those who were PLHIV.  Besides post-test counseling, where prevention messages were reinforced for those PLHIV, at the OPC clinics, three additional counseling sessions (not related to adherence counseling) were held focusing on supporting PLHIVs, including prevention. 

The home-based care teams include one to three PLHIV trained in discussing safer sex practices. Some of these PLHIV workers gave concrete examples of working with discordant couples and during one home visit to a discordant couple, the home care team reinforced prevention messages. In addition, discordant couples wanting children receive specialized counseling, although this may be an area to build the capacity of the counselors as these issues are complex.   At each FHI-supported OPC the team visited, a PLHA support group had been established to allow individuals an opportunity to share issues with other PLHIV in a safe environment. Participants highly valued these support groups.

While stigma and discrimination appear to have been addressed and minimized at FHI-supported services, PLHA still report much stigma and discrimination in the community at large, as well as at government hospitals. Due to fear, few PLHIV have come out publicly revealing their status.  

For FHI, continued efforts at capacity building for positives remain important, as does exploring ways to integrate PLHIV into programs and areas where their voices can be heard. FHI plans in this area are on track. 

Strengths in HIV Prevention 

· The comprehensive prevention strategy has been effective in reaching an increased number of IDUs and providing information to reduce risk and improving access to STI services, VCT testing and referral to treatment.  

· In most areas of prevention, FHI has exceeded the targets set (e.g., number of IDUs, FSWs, MSM and truck drivers reached, people trained, condom distribution sites and needle/syringe boxes established).  

· Distribution of needles/syringes demonstrates successful cross-partner collaboration between USAID/FHI and non-USG donors.

· FHI has demonstrated its ability to respond to changes in the epidemic by transitioning some underutilized drop-in-centers to serve as outreach centers, which according to interviews with local managers have been more effective in contacting IDUs and FSWs than the DIC.

· Reports indicated that FHI is monitoring the effectiveness of interventions and exploring alternative approaches as necessary

· The quality of the training and supervision provided by FHI has been reported to be excellent.  

· Government staff during the meeting with MOLISA/DOLISA noted the effectiveness of FHI-supported training on stigma and discrimination, which was reported to increase understanding of IDUs and other groups at high risk for HIV.

· Evidence from the 3 pilot MMT sites has been used to plan a scale up of MMT sites.

· The pilot vocational/rehabilitation for IDUs intervention provides support to former IDUs/PLHA and addresses the barriers to employment and if successful, could increase the rate of success, combined with other interventions for IDU and PLHA.

· In the vocational/rehabilitation project, FHI has demonstrate good collaboration with partners (e.g., Chemonics, HPI, WB, SCF, ILO, MOLISA, UNAIDS).

Constraints in HIV Prevention 

· Target achievements for IDUs were uneven and varied by location.

· Although counseling standards have improved and appear to be contributing to the decline in unsafe injecting practices, interviewees reflected the on-going debate about the effectiveness of addiction counseling on drug use which reflects similar debates in the literature, including disagreement about the outcome of counseling (e.g., drug abstinence/zero drug use). 

· USG policy on needle supply/exchange is still not approved, limiting this HIV prevention strategy for PEPFAR/USAID supported projects.

· Alternatives to 05/06 Centers and access to effective drug treatment are limited.

· PE and HE are not official GVN staff positions, which presents challenges for long-term support and sustainability, in addition to issues related to cost-norm/salary variation by donors (e.g., GVN, World Bank and PEPFAR—and even differences among PEPFAR partners).

· PE/outreach workers no longer have accident insurance, which earlier was provided by FHI.

· Some people interviewed indicated limited understanding of the change from supply of free condoms to social marketing.

· Stigma and discrimination against IDU, FSWs and MSM is still high

· Relapse behavior of IDU and FSWs on leaving the 05/06 centers is high. A study of the transitional program for recovering drug users showed that 90% relapsed or were lost to follow-up within 6 months

· The HIV epidemic among FSWs is not slowing and the proportion of FSWs ever using drugs increased from 8% to 30%.  In addition, individuals in HCMC report the lowest rates of consistent condom use with clients compared with other provinces and this figure decreased from 2006 (IBBS 2009).   

· The HCMC Labor Union activities with truckers reported a lack of condoms which appeared to be due to the change from providing free condoms to socially marketed condoms.  

· The number of trucker clients known to receive VCT and STI services had achieved less than 20% of its target.  

Recommendations for HIV Prevention 

· The comprehensive HIV prevention strategy should continue to be updated, based on experience and data from the on-going studies.

· Advocate with USG for approval of the needle distribution regulation. FHI should prepare to expand support for needle distribution if the USG regulation is approved.  In the interim, USAID/FHI should continue to partner with non-USG donors to increase the use of safe injecting practices.

· Partner with GVN and other organizations on harm reduction interventions.

· Work with GVN and other partners to increase efforts to improve coordination of outreach programs.

· All partners supporting outreach workers need to agree on standardized incentives, salary and other benefits.

· Increase efforts to address stigma/discrimination through education and training.

· USAID/FHI is encouraged to continue support for vocational rehabilitation and employment for recovering IDUs. Follow-up and assessment of outcomes is important.

· For FHI, support to open 15 new MMT sites is a huge challenge and will need planning and participation from those working in the current 3 sites and training partners. However, this is a needed intervention to turn around drug users’ lives and should be a priority. 

· Support for monitoring and research on efforts to replicate the pilot MMT program (including identify of sustainable staffing patterns and cost-effectiveness) are needed to inform the process of expanding access to MMT.

· For FSWs, IDUs, and MSM, attention is needed to identify how young people (those aged 25) are being served by the programs.  Address any challenges to seek health services experienced by young MARPs.  Disaggregate client information by age. 

· Until the end of FHI’s sub-agreement with the Hai Phong and HCMC PAC, the project should focus on how the Anh Duong and Hai Phong FSW centers can continue functioning beyond the project’s end and how they can serve other centers.  There have been significant financial and human capacity investments into building these centers.    

· Increase attention on sex workers and MSM who inject drugs.  

· Continue M&E data on the quality of the referral systems.   Ensure that those seeking STI services and Family Planning services are receiving services. 

· Conduct formative research to understand the service needs of MSM. Data from a study done by Boston University suggest that members of this group were less satisfied with outreach services than IDU and CSW.
· Focus on how the Hai Dang Club and Blue Sky Club can continue functioning beyond the project’s end and how they can serve other centers.  There have been significant financial and human capacity investments into building these centers.  In Hanoi, work closely with SHAPC to determine what activities will continue beyond the project end in September 2011. 

· Continue ongoing audience research on the two websites, www.adamzone.com and www.nam-man.com to fully maximize their effectiveness at reaching MSM, especially those “hidden” MSM who may not feel comfortable seeking information and services in public spaces.   Commit to making ongoing changes to ensure the sites stay relevant and dynamic. 

· Focus more attention on the population of long-distance truckers, especially in HCMC where the numbers are the highest and the population of sex workers is also the highest in Vietnam.  Assess the extent of drug use among this group and add appropriate harm reduction messages to the package of counseling and services.    

· Collect data (interviews with staff and clients) to determine what accounts for the low rates of trucker clients seeking VCT and STI services, and identify the barriers for this group to seek services.  Identify programmatic changes that may need to occur to encourage greater health-seeking behavior.
FHI should also plan with the two VCT training sites which one/s could be transitioned to become more independent. As mobile VCT services and peer outreach continue to bring in the largest numbers of clients, support for these services should continue to be strengthened. 

Care, Support and Treatment

Findings Related to Care, Support and Treatment

Objective 2: Improve and expand access to and use of quality client-centered HIV treatment, care and support services by PLHIV, affected children and families through capacity building for local organizations.

FHI’s agreement with USAID includes providing support for comprehensive client and family-centered care, support and treatment (CS&T) services through provincial and district COC networks in PEPFAR focus provinces.  This has been achieved through supporting the leadership of provincial and district COC Coordination Committees and by building the institutional capacity of district health centers, PLHIV support groups and local organizations through training, clinical mentoring, on-site supportive supervisions, and development and use of QA/QI tools.  The services provided include PMTCT, ART, opportunistic infection (OI) prevention and treatment, palliative care, nutrition support, TB/HIV, psychosocial support services, community and home-based care (CHBC), and care for children affected by HIV.  MARP access to CS&T services is maximized through COC Network links with VCT, methadone clinics, outreach prevention services and the transition programs in HCMC.  
The following discussion of care, support and treatment is divided into the sub-areas of umbrella care, clinical care, and treatment.

Umbrella Care

FHI supports 24 HIV care and support sites that provide services to PLHIV, OVC and family members/caregivers. The newer COC sites include one in Son Tay (Hanoi), one in Lao Cai, as well as three sites in Dien Bien. The achievements exceed the targets set in the 2009-2010 work plan, including the number of adults and children provided with a minimum of one-care-services and a minimal of one clinical service, the number of HIV-positive persons receiving cotrimoxazole prophylaxis, and the number of HIV-positive persons malnourished receiving therapeutic or supplementary food, and the numbers of PLHIV who were screened for TB.  The number of PLHIV in care and treatment who started TB treatment is below the target, but it is important to note that all patients with HIV are initially screened for TB at the FHI-supported OPCs. The number of eligible clients who received food and/or nutrition services in accordance with the PEPFAR guidelines continues to increase, as do the number of OVC receiving similar support.

Results of the FHI-supported qualitative study examining barriers to accessing care and treatment services for people who know their HIV status, but are not in care, will help staff develop appropriate models of care for this group.  

The evaluation team met with CHBC staff members and those working with OVC at nine COC sites.  Across the sites, the CHBC staff is stretched to the limit in terms of the number of PLHIV under their management, the long distances required to reach some patients, and the impoverished status of many patients and their families. For example, the CHBC care team at Dien Bien Provincial Hospital OPC reported having 429 patients and 156 children for three team members. The work is divided by communes, but it still might be necessary to travel 50-60 kilometers (or even 100 km.) to visit some patients.  The same is true for children in the OVC program. Many need support with school fees and nutritional support without which they would become more impoverished and vulnerable.  This link with the community and families represents a critical part of the COC referral network. Without this support, many patients who become ill at home would die and many children would become both developmentally and nutritionally stunted. The challenge for the future will be to maintain and support this valuable link to the community.

FHI has developed an implementation framework and rapid assessment guide for a comprehensive roll-out of community and facility-based care for OVCs, which will be piloted in Thu Duc District (HCMC).  This framework will include capacity building of DOLISA social workers and developing functional linkages between the CHBC teams and social workers. FHI is also supporting the development of a comprehensive OVC program in Hai Phong.  

Sub-Area Clinical Care 

Palliative Care.  Palliative care guidelines have been revised at the national level to include all life-threatening illness. FHI provided training in palliative care to clinical staff at Binh Thanh and Thu Duc OPCs.  Binh Thanh will utilize oral morphine for palliative care by July 2010 and currently uses other drugs for palliative pain such as codeine. The OPC at Thu Duc is currently using oral morphine, which should be evaluated later this year.  These activities appear to be on track.

With the increased availability of clinical care and treatment at OPCs throughout the country, the need for palliative care should decline.  However, clinicians may continue to see a few advanced stage cases of HIV infection, which will not respond well to treatment.  

TB/HIV. At the FHI-supported OPCs, all HIV-positive patients are screened for TB as part of their initial clinical work-up.  Clinicians refer TB-positive patients to TB services and frequently have joint clinical meetings with TB staff to ensure the best possible clinical management of HIV-positive and TB-positive patients. This linkage is vital as TB is the most common opportunistic infection in Vietnam. These relationships appeared to be working well. Although treating sputum negative extra-pulmonary TB in PLHIVs is difficult, it is recommended that FHI continue efforts in support of improving linkages and treatment.

Treatment of Opportunistic Infections. The procurement of OI drugs at some sites continues to be a problem, because drugs are procured locally by the provinces which vary in their capacity to conduct appropriate quantification and procurement. The issues for procuring and distributing OI drugs are related to a complex procurement and reimbursement system. This will continue to be an area that will hamper clinical management of HIV infection unless partners and the PACs try to resolve the issues to ensure timely delivery of OI drugs.

Capacity building and monitoring. The new COC sites require significant capacity building in terms of overall management and in technical areas.  FHI should continue to explore options in addition to FHI-staff support, including exchanges and mentoring from more mature COC sites and on-the-job training by local providers.

Treatment

The number of patients (adults and children) on ARV treatment at most FHI-supported sites continues to rise steadily. Although the patient load varies across sites, most are enrolling 30-35 new patients every month and the total number of patients on ARVs has surpassed the original targets.  

A site such as Dien Bien Provincial Hospital is enrolling approximately 30 new patients per week and will soon reach maximum capacity.  At the time of the site visit, 738 patients had been registered in the first 8 months, of whom 326 were receiving ARVs. Other more established sites such as Binh Thanh and Thu Duc in HCMC have probably reached capacity, as both have over 1,000 patients on treatment.  Although these sites counsel patients to access closer OPCs, patients prefer to come to sites providing comprehensive services that also protect confidentiality.  All treatment sites visited were providing quality comprehensive care and making extraordinary efforts to follow patients who missed appointments, e.g., phone calls and home visits. A brief chart audit at two of the sites revealed meticulous medical record keeping. 

Strengths in Care, Support and Treatment 

· FHI support has made a strong contribution to capacity building and health service strengthening through the COC model at selected district and provincial centers.  In addition, the clinical training manual developed and trainings offered, and the SOPs that are used at the national level, all contribute to strengthening the health services.

· Sites such as Binh Thanh and Thu Duc have served as resources for training others from within and outside the province in treatment and clinical management. These sites, among others, are mature and well-functioning. 

· The comprehensiveness of services, the well trained staff, excellent record keeping and referrals all contribute to a quality service that patients trust and want to use.

· The more established sites are now receiving patients earlier in their HIV infection, therefore not so severely immuno-compromised and easier to manage clinically.  This trend needs to be monitored and should continue. 

· FHI continues to provide capacity building for clinical staff, e.g., training on pediatric ARV and adherence as well as ongoing mentoring and coaching, and developing resource materials on mental health issues for PLHIV. Access to training for clinical management of HIV and ARVs represents an important on-going need for clinical staff. Sharing across OPCs is also a strong support for clinicians.

· Offering both adult and pediatric ARV treatment is an additional strength of the FHI-supported services. For example, two HBC visits were made to two HIV-positive mothers with young HIV-positive children, who were on ARVs and doing well.  

· Most FHI-supported sites have good access to CD4 cell counts, except Lao Cai which requires more technical support.  

· As noted in the last FHI quarterly report
, clinical outcomes across FHI-supported sites are high with many patients demonstrating rising CD4 cell counts and weight gains.

· Procurement of ARVs through SCMS has been excellent with no stock-outs or expiration.

· Procurement of pediatric ARVs by the Clinton Foundation through Unitaid has been reliable.

Constraints in Care, Support and Treatment 

· Staff time and space are limited at well-established treatment centers, e.g., Binh Thanh and Thu Duc, which limits opportunities for mentoring and sharing with newer sites, indicating the need to plan carefully. 

· Thu Duc OPC is facing a difficult time because of the high patient load.  In addition, Thu Duc will be the site for a new methadone maintenance treatment facility. The current building will undergo renovations for several months. During this period, the OPC and its staff will move to a near-by temporary structure, which could challenge the quality of patient care. Staff is committed to maintain quality, but this will be a period of increased stress. 

· Adherence counselors play an important role in maintaining patients on ARVs. Patients on ARVs who were not using injection drugs were reported to have adherence rates of 95%, but for patients who still injected heroin, adherence rates were 60-75%.  The challenge is how to increase treatment adherence for relapsing drug users. 

· Some patients who have been on ART for over four years are now facing issues with long-term toxicity and limited access to virological testing for timely diagnosis of treatment failure. Access to 2nd line drugs is limited as is access to viral load, making the diagnosis of treatment failure problematic. Currently there is limited access to 2nd line drugs and viral load are only available in HCMC and in Hanoi at Bach Mai OPC (CDC-supported). At the FHI supported sites, clinicians are not allowed to prescribe 2nd line drugs, but must refer these patients to the provincial level, and then these requests are referred to either Hanoi or HCMC. It is not clear how common this problem is or will become but it is worth monitoring for the future.

· FHI has a sub-contract with Catholic Relief Services for support to the Hoc Mon OPC.  Hoc Mon staff reported receiving variable technical support, and the COC appeared to be weaker than at other sites visited, although it does have a large number of patients.  Hoc Mon OPC staff reported that HAIVN has been providing technical oversight.  FHI’s sub-agreement with CRS ends in September 2010. 

· The GVN decentralized procurement of OI drugs to the provinces, which are currently procured locally. Provinces generally have not been successful at procurement or inventory management, although capacities vary, e.g., Dien Bien versus HCMC. The Global Fund has its own procurement process.

· The newer/weaker treatment sites require more technical support, mentoring and coaching. 

Recommendations for Care, Support and Treatment

For FHI and the final year of the 2006-2011 agreement:

· Continue to provide support in the CS&T areas and build capacity. Focus on the newer/weaker sites where problems exist and more strengthening is needed, e.g. Lao Cai 

· For the Hoc Mon site, more technical assistance and training is needed.  FHI should initiate a meeting with CRS to discuss future support and if FHI should consider providing support to this site for the final year to ensure strengthening (additional training, coaching, mentoring). 

· For the CBHC workers, work with the local groups to explore alternative ways of providing home care services.  For example, commune health workers might be able to visit patients who are not as ill.  As the caseload continues to grow, CHBC workers will experience burn-out and the quality of service could suffer. This is an important component of COC as CHBC workers are a critical link to the communities.
· For OVC support, continue to work with MOLISA to plan for the training and development of social workers who could potentially support OVC in the future.

· Continue to partner with social welfare authorities to provide OVC services to children and their families in a meaningful way.

· Evaluate the pilot OVC project in Thu Duc, as well as the comprehensive OVC program in Hai Phong and apply the lessons learned from these sites in the future.

· The FHI project has done an excellent job of strengthening health systems and human resources at different levels with the GVN. The future needs to focus on sustainability.  

· In this next year, FHI should engage in a strategic planning process with the service providers and the PACs to plan for transitioning selected mature COC sites. A first step is designing a detailed plan, including the technical and financial implications of the transition process.  One long-term objective would be for GVN to assume responsibility for all services and related activities except the provision of ARVs.  A first step would be to identify sites for the pilot phase of transitioning during the next year (2010-2011), including plans to document the process, in order to build on this experience in the follow-on project.  FHI’s work plan for 2010-2011 would need to be adjusted to include planning and monitoring of the transition process, including financial support for staff to participate in the process and play a strong supervisory and assessment role.  The learning during the next year will be critical for designing the follow-on phase.

Strategic Information (SI)

Findings in Strategic Information 

Objective 3: Provide valid and reliable strategic information consisting of program monitoring and surveillance data, targeted evaluations, and MARP size estimations that improve policy and intervention responses.

As stated in the original project proposal, the SI focus of the FHI project has three functional areas: (1) program monitoring; (2) HIV epidemiology; and (3) evaluation studies of key interventions. 

SI validity and reliability.  Overall, key informants expressed that FHI-supported data are considered valid and reliable relative to that of other partners, and such data are widely utilized by key stakeholders. On the other hand, one prominent partner stated that because FHI M&E processes (e.g., data quality assurance and analysis) are not transparent and shared with partners; in fact, no conclusions can be drawn about the quality of FHI data. That said, FHI’s efforts to improve data quality—described below—suggest that while there is certainly room for improvement in the longer time frame of improving data quality, the previous comment may reflect shortcomings of a diplomatic rather than technical nature. 

There are three main activities FHI has undertaken to maintain data quality: routine data quality assurance during data reporting and supervision, annual data audits and a recent one-time external data reporting system review. Routine data validity checks are conducted when FHI-supported sites send in routine program data to programmatic staff, who verify that the data are credible relative to previous months before sending to the M&E unit. Program staff may also focus on data quality issues when conducting site visits. In addition, comprehensive data quality audits of VCT sites have been conducted in the last year, focusing on data validity, reliability, integrity and use. FHI plans to conduct these once a year for each care and treatment, prevention and VCT site.
 Finally, FHI commissioned an extensive external review of the FHI M&E system in early 2010. 

Data sharing/data dissemination.  FHI partners asserted that data from FHI-supported sites and activities have been widely disseminated (“[FHI] ... is one of [the] more open and transparent partners”). By design, government partners should receive routine program data from facilities at the same time FHI does. According to the FHI M&E program officer, and the NIHE HIV/AIDS head, identical electronically and paper-based data are sent to the national HIV/AIDS database (Decision 28) at the Provincial AIDS Committee level. The March 2010 FHI M&E system review, on the other hand, suggests that three different reports are generated by the prevention database at the end of each calendar month: a Decision 28 report, a PEPFAR report, and a full indicator report. Either way, by design, sites send programmatic data to both FHI and their respective PACs, and for the VCT and prevention databases, reports are automatically generated (i.e., minimal double reporting burden). In addition, FHI program data are shared with CDC semiannually. 

When preliminary findings for the present evaluation were shared with VAAC, the VAAC M&E unit in-charge appeared to believe that FHI-supported facilities have a double reporting burden and that data have yet to be streamlined into the Decision 28 indicators. The perception that FHI-supported sites do not submit data into the national M&E system may reflect a lack of adherence at the level of individual sites or a lack of communication on how the FHI M&E system folds into the national M&E system. Either way, there appears to be an opportunity to improve communication with the VAAC M&E unit.

SI coordination with other agencies.  With respect to coordination, there are two main SI coordinating groups that FHI participates in: (1) the PEPFAR SI TWG, which meets weekly, and (2) the National SI TWG, which is coordinated by VAAC and meets six times a year. Given that a number of FHI supported SI activities are jointly implemented with CDC and that CDC also works with NIHE on complementary SI activities, it is significant that the FHI-CDC relationship has been reported as positive by key informants from both institutions. On the other hand, one interviewee expressed that FHI shares “only data and not process,” and felt there has been reluctance to involve other international organizations.

Strengths in Strategic Information

Responsiveness and innovation. Among FHI’s strengths in strategic information, one area that stands out has been its SI strategy. FHI has been forward-looking in expanding the national HIV M&E functions, as well as responsive and innovative in adapting to evolving needs. One illustration of this strength is simply the scope and volume of SI activities conceived since inception as laid out in  REF _Ref267073641 \h 
 \* MERGEFORMAT . Some of these additional activities are directly in line with the originally stated SI objectives, such as the use of GIS for mapping coverage. Others go beyond and reflect additional functions, such as the development of data quality audits and corresponding QA/QI activities.  

Additionally, there have been SI activities that FHI has undertaken to improve the quality or efficiency of the FHI M&E system. Such activities include the recent external review of the FHI reporting system, the development of a prevention database,
 a new diary design for peer educators, and a recent pilot of a unique identifier code that PSI has used. Still another example of FHI’s creativity was mentioned in the 2007 UNAIDS M&E guide for MARPS prevention programs, which cited the recall method—first tested by FHI/Vietnam—as an alternative method to using a unique identifier for determining the number of people reached by an intervention. 

Technical capacity.  Overall, FHI’s technical capacity in SI is recognized by key partners. A partner that works closely with FHI stated that “(…) because of its reputation, FHI is listened to.” On the other hand, a key government partner commented on FHI’s good technical capacity, but also stated that following the departure of an FHI regional advisor, technical leadership from CDC has been stronger, although it was also noted that the regional advisor left eight years earlier and equivalent expertise was available with local staff.

SI capacity building and governance.  FHI has addressed SI capacity building directly through workshops and trainings on data triangulation and use, though the extent to which increased competency may have been incorporated into participant work environments is less clear and not easily measurable. 

SI governance has been targeted through the strategy of using direct sub-agreements with target government institutions to implement surveillance and provincial-level interventions. This appears to have been a successful approach for working with NIHE. An NIHE official appeared confident of NIHE’s technical capacity to carry out the next round of IBBS. When asked why he had mentioned future FHI support for the IBBS earlier in the interview, he explained that “more heads working together” give better results. 

SI availability contributes to health system governance by providing information for planning management and programmatic decisions. At the provincial level—the operational management units for HIV planning and programming—key SI needed for programming is HIV incidence and prevalence among MARPs, including geographical distribution and trends over time. Overall, PAC and PHS teams in two out of three PACs interviewed did spontaneously reference these numbers. Relative to other provinces, data use and demand seemed at a higher level in PAC and PHS interviews in Haiphong. Officials interviewed referenced monitoring new quarterly HIV cases detected, identified areas for improvement in SI (measuring coverage) and areas for future research (e.g., methadone adherence). In fact, in Haiphong, the Vice Chairman of the People’s Committee described a decrease in HIV incidence, which he attributes to FHI support: “Before there were 120 to 150 [new HIV] cases detected per month. Now it is half or one-third.
” It was unclear the extent to which he may have been aware of increased testing as a possible explanation of this decrease; however, it is still notable that he spontaneously provided this information when asked about FHI’s effectiveness.

Opportunities for improvement in Strategic Information

Because FHI has been a learning organization that has sought to continuously improve and streamline SI operations, enumerating SI weaknesses may be misleading. Shortcomings uncovered in the short period for this evaluation are issues FHI appears to be aware of, many of which it has acknowledged and is considering whether and how to address. Thus, these opportunities for improvement are described below in the context of how more sustainable operations might be achieved in the future. It should be noted that there was no explicit focus on institutionalization and sustainability in SI in the original FHI proposal or cooperative agreement program description.
Insufficient emphasis on routine HIV M&E processes. While the more complex surveillance and evaluation activities are extremely important, from an HSS perspective, this has overshadowed FHI’s routine program HIV M&E system. After the first year of data collection of National M&E HIV prevention and control indicators, a senior MOH official noted that “no one knows what happens in the field,” and expressed lack of confidence in the quality of the data collected and limited sharing of the data. Currently, the routine data quality assurance of FHI-supported sites is conducted by FHI staff rather than the PAC M&E unit, which represents a missed opportunity to strengthen the provincial level capacity for verifying and improving data quality (e.g., verifying that the numbers reported by the donor-supported programming units for different partners is the same reported to VAAC by PACs). 

Limited data use. First, while some data use has been described at the provincial level, key informants felt that it is still limited. One reason for this may be due to limited fluency in basic epidemiology. A key informant provided as an example the common reporting of numbers of HIV cases in the background section of reports; without the context of the denominator, this figure is difficult to interpret. Because data use is still young, demand for data-driven results is low. A PHS official interviewed stated his 5-year goals included increasing the quality of life of IDUs. When asked how he would know that the last goal was achieved, he commented on how [methadone clients] have a “clear change in personality, physical health status and emotional life” that could be corroborated by asking relatives, and that local authorities would attest to lowered crime rates. Since neither methadone adherence nor the individual level outcomes cited are routinely measured, it appeared that he might rely on anecdotal reports of such outcomes.
  

Data use and demand at the facility level also seem low.  At most of the VCT, OPC, and DIC sites visited during this evaluation, most managers reported cumulative numbers on volume of services provided since inception (e.g., “number of VCT patients seen since October 2008”), without information on targets or trends. Facilities that, unprompted, reported monthly or daily numbers on client flow for specific services, were the exception, as was the Thuy Nguyen District Health Centre VCT in Hai Phong. As another example, not all sites visited knew their referral rates. Managers with a handle on basic numbers often indicate, for instance, that they are assessing site services, capacity and planning ahead, rather than just operating and reporting the numbers. 

Routine program data are also not fully used by FHI staff. While data from the prevention and VCT database can be exported for non-routine data analysis, this does not appear to take place.
 

Opportunities missed for SI capacity building at decentralized level. While FHI has conducted numerous capacity building efforts, there are missed opportunities in how FHI and NIHE have worked with the decentralized levels, i.e., Regional Pasteur Institutes (RPIs) and PACs. For instance, FHI has financially supported RPI staff to attend training workshops and conferences on M&E topics such as data use and surveillance. However, perhaps because the key FHI SI activities do not require the participation of RPIs, RPI staff often appears to be included as an after-thought, without follow-up on how to incorporate training topics into their daily responsibilities. In another example, an RPI staff reported that he signed an individual contract with NIHE for monitoring IBBS data collection; however, he was not included in data analysis and reporting activities. Similarly, because NIHE held an FHI sub-agreement for the IBBS, NIHE opted to conduct data entry of IBBS sites at the central level for reasons of efficiency. An NIHE official said that if data entry and cleaning had taken place at the provincial or regional level, NIHE staff would have had to travel to the provincial level to troubleshoot and verify data quality. (Data entry and cleaning for the IBBS was done by NIHE staff.)  It was noted that PEPFAR partners have also prioritized timeliness over capacity building.  It was also noted that RPI officers are limited in number and have multiple tasks and, therefore, are not able to do everything.  The situation for NIHE is the same.  Thus the need to balance quality of data and timeliness with the capacity of institutes is critical and needs to be taken into consideration.

A key informant noted that capacity building efforts often are inefficient in part because different staff is sent to trainings, thus missing the opportunity to build knowledge from previous trainings. Another anecdotally reported challenge is the practice of providing preferential selection of staff with family ties to provincial or regional managers for participation in trainings.  

Recommendations for Strategic Information

Support MOH in planning how financial, human and institutional ownership and capacity of FHI-supported SI activities will be transferred to the MOH over the next five years. It is crucial that the MOH and USAID (in addition to CDC which also provides SI support to MOH/VAAC) have the same understanding of which institutions (e.g., GVN and others) will eventually take on FHI-supported SI functions. The first step would be to support the MOH in defining target 5-year SI functions for each level of the health system, as well as for key universities and other institutions. For instance, what are the target SI functions for RPIs, such as data collection, data quality, data analysis and supervisory functions? The ongoing assessment of the National M&E System, which will provide greater clarity on “the quality and accuracy of data, capacity building, the integration of data generated by different partners and data,
” should help define functions for each key MOH entity. Once SI target functions are defined for different health system institutions (i.e., VAAC, NIHE, RPI, PAC, PHS, PMC), these guidelines can serve as the framework for capacity building and supportive supervision.

The next step would be to support the MOH in detailing an SI capacity transfer blueprint for the next five years, which should be congruent or even included in the partnership framework implementation plan. Due to the large variance in capacity among provinces, provincial SI transfer plans could be defined. Such a plan would include target functions to transfer (e.g., IBBS coordination) and a target transfer schedule (e.g., over the next year). Based on the MOH SI transfer plan, FHI should be held accountable for having a complementary skills transfer plan for any FHI SI activity, and adhering to it. In fact, USAID/FHI could initiate conversations with the MOH to gain clarity on how to best support the existing SI structure of the health system without waiting for the National M&E system assessment or the partnership framework implementation plan.

Adopt a more transparent collaborative relationship with international partners.  Criticism of FHI collaboration with partners has already been described earlier in this section. Focusing on SI sustainability and institutionalization means it is even more important for FHI to work closely, transparently and synergistically with VAAC on the routine program M&E system, as well as with international partners and donors. Technical support for SI related activities by FHI and other partners could be strengthened by establishing a VAAC coordination mechanism.

Decentralize capacity building to GVN and other key institutions to serve as centers of excellence. Key institutions and target functions of such centers would need to be agreed upon with the MOH. Target institutions might include the Regional Pasteur Institutes and academic institutions. For instance, RPI functions could include leading annual data audits, coaching in data quality assurance for routine program data as well as surveillance activities, and supportive supervision for QA activities and data use. In addition, as provincial-level surveillance expertise is reported to still reside at PMCs rather than PACs, this may be an opportunity to make full use of this currently underexplored expertise.

Build SI governance capacity using direct sub-agreements with NIHE, VAAC, RPIs and PACs, in addition to other private sectors, local organizations and institutions. This is a strategy that appeared to work well for FHI in working with NIHE and PACs. We suggest that this approach be extended to other key target institutions such as the RPIs and the VAAC M&E unit, in addition to others including private sectors, and local organizations and institutions. For the immediate next phase, NIHE has expressed confidence that it can take on IBBS leadership, which has been confirmed by FHI. Perhaps an agreement with minimal technical assistance might be appropriate. 

Integrate SI capacity building as part of the strategy for producing SI deliverables, and be flexible as the system adopts new functions.  As an example, the quality of routine program data reported by FHI-supported sites has thus far been assured by FHI staff. A basic level of data quality assurance should be transferred back to the health system. In the transfer process, we should expect that the quality and/or timeliness of data reporting may be temporarily compromised while the health system learns this new function. This is a reality that should be supported by USAID. Similarly, for the IBBS, perhaps there should be a broader conversation with NIHE on what functions should be decentralized over the next five years, and therefore, how to continue supporting the future IBBS while building regional or provincial capacity for such functions. It will also be important to incorporate supportive supervision and coaching into the capacity building strategy as SI functions are best learned by doing. 

Shift data quality assurance function to health system. SI input functions such as data entry and cleaning, and data quality assurance should be shifted to the health system, led by an in-house or external supervisor. For example, if routine program data quality assurance were successfully transferred to the PAC, then the same unit could support data cleaning efforts for both evaluation and surveillance (i.e., sentinel surveillance and IBBS). How to transfer this capacity most efficiently could be piloted and even be part of a QI/QA effort, and/or could be part of a sub-agreement with NIHE and/or possibly VAAC M&E.
Current plans for data quality assurance include annual data quality audits (DQA); in fact, more frequent checks on data validity should be conducted, perhaps less thorough than the DQAs. This could be on a sample of the data for each service and could be incorporated as part of supervision, or as a QI team activity. In fact, the current QA/QI manual unnecessarily links data quality assurance activities and problem solving activities (PDSA), which places a constraint on the frequency of data quality assurance activities and its integration into routine work. Decoupling the two functions should be considered. Data quality assurance activities and QI team problem solving activities are composed of sub-activities that can be conducted on different time frames by different agents. 
Consider implementing a collaborative improvement model for rolling out QI activities. The current QA/QI plans are quite ambitious.  While there are advantages to allowing teams to individually select which quality gaps to focus their problem solving on, this approach is very time intensive as QI teams must determine the level of complexity of the problem solved, define indicators to track, and potentially engage in longer problem solving tactics such as root cause analysis. This represents a significant learning curve and time investment.

A less effort-intensive QI approach that should be considered is the collaborative model,
 in which a limited number of high priority quality gaps and corresponding indicators are defined at a higher level, i.e., national, regional or provincial level rather than facility level. Ideally, these priority areas and indicators would result from a high-level consensus process examining evidence from analyses of recent studies (e.g., IBBS, EPP, data triangulation), targeted quality assessments, dashboards of facilities where QI work has already taken place, gaps that are simply well known to health officials (e.g., coverage of preventive services in Dien Bien) and expert knowledge. Participating QI teams would monitor these indicators monthly while conducting PDSA cycles to test changes that might result in an increase in the indicators. The interventions that result in changes in indicators are shared among facilities during periodic learning sessions, which can be conducted locally at the provincial level. For instance, MARPs surveys in Vietnam have highlighted a wide diversity of risk behaviors and demographic characteristics among MARPs groups. Strategies to reach and effectively influence such behaviors constitute knowledge that needs to be systematically identified from the bottom up and tested at other sites.

 Facilities not otherwise supported by USAID could potentially participate in the collaborative and gain from the focused attention on quality indicators and exchange of best practices. Data from QI teams for the same indicator can be aggregated at a higher level (e.g., provincial) and graphed on a single run chart so that provincial-level managers can track progression of collaborative indicators along all facilities.

This approach is potentially more efficient than the current FHI approach because it allows problem identification and indicator selection to be defined at a higher level to enable QI teams to focus just on monitoring and PDSA cycles. Efficiencies are also gained when QI teams adopt best practices from fellow teams without needing to test them. The approach also makes use of friendly competition and social recognition to motivate participation. Finally, the higher level problem identification ensures that quality gaps, which are of priority to a province, region or country are prioritized, whether they be clinical (e.g., adherence to MMT, coverage of FSW outreach) or managerial (e.g., number of VCT counseling sessions conducted per counselor or operational costs per patient seen or prevention service provided). As with other QI approaches, a natural outcome of QA/QI efforts is an increase in data use indicators tracked by the QI team. 

Promote data use.  To promote data use, the recent FHI data reporting system review recommended conducting a workshop to define key information needs for program management. Such a workshop should be separate for site and provincial levels of care and be conducted with participation from the respective levels. To promote wider data consumption, participation from women’s groups, local people’s committees, private sector, and DOLISA should also be considered. The social and economic costs of intravenous drug use are well-recognized by communities and People’s Committees, so this is an opportune moment to encourage the participation of these stakeholders. Methadone adherence appears to be such a broadly supported public outcome, that a community level collaborative QI effort should be considered. 

In addition, provincial workshops on the second round of IBBS data should also help in the overall effort to increase data use, as this will be the first opportunity to assess the population level changes in prevalence and key risk behaviors that are targeted by provincial prevention programs. 

Program Management

FHI has a clear management, reporting and staffing structure for the USAID-funded HIV/AIDS program, including 31 full-time and 15 part-time senior managers and program staff, and 8 administrative/support staff, located primarily in Hanoi with five program staff in the HCMC office and one program assistant in the Quang Ninh PHS office.  At first glance, it appears to be a large number of staff, but based on evaluation interviews and observation, the size seems appropriate, given staff workload, including the intense travel schedule to meetings with provincial and district partners and to project sites providing on-going technical training, mentoring and oversight.  Staff was aware of the program mandate, objectives and indicators.  Other organizations noted that FHI is able to recruit and retain technically competent staff.  However, FHI managers commented that because of limited human resources in Vietnam, it was difficult to hire new staff with relevant technical experience.  Available applicants were often younger and required training and mentoring in order to acquire the required technical expertise. 

The FHI Country Director was described as creating an environment of trust, listening to staff, being open to staff input and suggestions, and encouraging innovation.  Staff appreciated the allocation of responsibility and decision-making power at the management level.  For example, managers were able to recruit program staff, with only final approval by the director.  The evaluation team was impressed by staff initiative, e.g., the immediate attention given to reports of observed problems during field visits.  In addition to management, financial and administrative systems appeared to be well functioning, indicating strong organizational capacity that would be capable of expanding to handle increased activities in future. 

Challenges and Recommendations

Given the size and complexity of the program, the Country Director is stretched and currently does not have a deputy to share responsibilities.  The recommendation is to recruit a competent deputy director with strong managerial ability to take on many of the day-to-day management tasks.

The structure of the office follows the program components (e.g., Prevention, C&T, Drug Use), which is beneficial in bringing together in geographic proximity staff working on the same issues.  It also was described as creating silos and vertical communication.  The proposal to begin having joint planning meetings, involving all program units rather than only staff within one unit (e.g., Prevention Unit or Care and Treatment Unit) is a first step in reducing program verticalness and to encouraging the integration of programs within FHI, at the same time as working with provincial and district personnel to integrate program activities at project sites.  It was also observed that program units were competitive, e.g., for resources to increase program activities and power.  It is recommended that FHI review this internal situation to ensure that program activities address national needs, rather than being part of internal competition.

Interviewees widely acknowledged the congeniality and collaborative approach of the Country Director.  However, many people noted that at times, it was difficult to work with FHI program staff.  One suggestion was that FHI staff has high standards and become frustrated when the quality of partner services does not meet expectations. As noted earlier in the report, FHI is recognized for its technical competence, which at times was viewed as arrogance. These situations were raised several times in interviews, thus indicating the need for FHI to address this issue internally.  Although FHI was described as being collaborative, there was an inconsistency with some partners (e.g., UN agencies, INGOs) when it appeared FHI could have been more proactive in initiating early and on-going communication with partners and other organizations, in order to prevent misunderstanding and enhance the partnership/working relationship.

The relationship between FHI and USAID was reported to be positive, with FHI described as being responsive to requests from USAID and meeting reporting requirements on time.  Staff changes at USAID require reestablishing working relationships and at times renegotiating decisions made earlier, in addition to frequent reassignment of the AOTR (Agreement Officer’s Technical Representative).  Currently the recently assigned AOTR and FHI have agreed on a meeting schedule to discuss issues on a regular basis.  

Communication and decision-making among PEPFAR partners is more complex and was described as needing special efforts to ensure the exchange of information.  Decision-making by PEPFAR committees at times appeared to be less inclusive.  Therefore, it is recommended that efforts be made to be more consultative with all partners, especially with program-related decisions.  It was also noted that within PEPFAR, USG partners’ funding mechanisms and agreement cycles have different schedules, which could necessitate some adjustments by recipient organizations. 

Coordination and Collaboration

FHI was described as being a contributor and active participant in the HIV/AIDS coordination mechanisms at the national, provincial and district level.  In Vietnam, the overall coordination entity is the National Committee on Drugs, AIDS, Prostitution and Control, which is situated above the Ministries.  The Committee of Ambassadors and Heads of Agencies coordinates external governments, donor organizations, and the United Nations.  The US Ambassador is a member of this committee, which is facilitated by UNAIDS.  The FHI Country Director participates in the HIV Policy and Program Group, which also includes PEPFAR partners (e.g., USAID Health Director, CDC Country Representative), HPI, PACT, World Bank, etc.  Other examples of FHI’s participation include the Country Coordinating Mechanism (CCM), where the FHI Country Director co-chairs the Sub-group on HIV and also serves on the Health Policy Coordinating Group.  FHI is also an active member of the HIV Technical Working Group, organized by the NGO Resource Center.  Although FHI’s participation was recognized, it was noted that efforts could be made to ensure that contributions reflect constituent interests, in addition to FHI’s own perspective.

As noted above, FHI coordination with other international organizations (e.g., INGOs and UN agencies) needs to be improved by initiating early and on-going communication with partner organizations.
Collaboration between USAID, CDC and FHI

USAID requested that the evaluation team look at the handling of co-funding from USAID and CDC.  FHI receives primary support from USAID for the five-year HIV/AIDS agreement (2006-2011).  In 2008, FHI was awarded a grant by CDC for selected activities related to palliative care and training for MMT.  FHI receives support from CDC to provide methadone curriculum development, in-service training and clinical mentoring.  In addition, USAID supports FHI to provide palliative care delivery, including piloting palliative care/oral morphine at two demonstration sites in HCMC (Binh Thanh and Thu Duc OPC). CDC complements this service delivery by supporting FHI to provide training and clinical mentoring on palliative care. 

CDC, through LifeGAP and support to HAIVN, is providing ARV treatment in 25 provinces. This support focuses on clinical management and treatment. FHI has invited clinical staff from CDC-supported sites to participate in the clinical training sessions, and also has cooperated with CDC on HAIVN support, e.g., HAIVN is providing clinical technical support to the Hoc Mon OPC at the request of FHI and the HCMC PAC.  In the coming year, FHI-supported treatment staff will participate in HAIVN-provided training on pediatric adherence.  FHI has carefully allocated staff time for the two related activities funded by USAID and CDC, and followed budgetary regulations in allocating and maintaining financial records.  FHI’s relationship with USAID and CDC was found to be positive and funded activities were assessed as being complementary and increasing the efficiency of services

Summary of Key Recommendations for the Final Year of the FHI Project

A summary/consolidation of major recommendations for the remainder of the FHI project (2010-2011), following from the issues identified above, include the following (among others):

Recommendations for the Overall Project

· A major priority for FHI during the final year of the USAID-funded agreement is to develop a plan and begin the phased transition of interventions and implementation sites to government and to other organizations such as civil society where feasible.  The evaluation recommends that all partners (e.g., USAID, FHI, GVN, staff at implementing sites, etc.) are involved in the initial discussions and planning process.  Among the many issues needing to be addressed is an assessment of GVN capacity to assume responsibility for providing services, in addition to the integration of contract staff.  The transition process needs to document the lessons learned, which can be used in planning for the follow-on project.  The work plan for 2010-2011 will need to be adjusted to allocate staff time and resources to plan, monitor and document the transition process.  The next year should be viewed as a pilot phase and as such will need to build in flexibility to adapt to on-going learning from the process.  As much as possible, the transition plan should be harmonized with and leverage the Partnership Framework and Partnership Framework Implementation Plan (PFIP).  If the PFIP scheduling coincides with the planning for the transition, USAID could consider drafting a provincial-level partnership framework and implementation plan with a province such as HCMC.  Such a transition plan would include targets for financial, technical and institutional transition of responsibilities to GVN.

· As noted earlier, the continuum of care model is a major contribution of the FHI project.  Documenting the impact of the transition process on this model will be important. This will present a special challenge to FHI program managers who are described as being committed to a rigid implementation of the model. After transition and transfer of services, it might not be possible to support all components of COC, which could be viewed as a compromise to the current high quality of care.

· USAID and FHI to work more closely with GVN and other organizations (e.g., Global Fund, World Bank, United Nations) to ensure that current and future programs are strategically focused and address the national situation (i.e., beyond selected provincial/district) and to facilitate contributions to policy development, (e.g., sharing experiences on effective drug treatment, enhancement of social work, etc.).

· Another overall recommendation is to encourage FHI to explore ways to increase sharing of its technical expertise to institutions that will take on different pieces of FHI’s technical consultative and capacity building roles (e.g., including to GVN, centers of excellence, Regional Pasteur Institutes, university partners, private sector and civil society). 
Recommendations for HIV Prevention

· The comprehensive HIV prevention strategy should continue to be updated, based on experience and data from on-going studies, and be responsive to changes in the epidemic.

· Increase efforts to coordinate with GVN and other partners on all components of the prevention strategy, including harm reduction interventions. 

· Collaboration with GVN and other partners is needed to improve coordination of outreach programs and to address challenges related to recruitment and retention of outreach workers.  Partners supporting outreach workers and peer educators need to develop a policy of one rate for salary, incentives and benefits for outreach workers.

· The focus should remain on MARPs, including attention to the changes in drug use reported among FSWs and MSM.  

· Build on the pilot MMT project to inform the proposed expansion of access to methadone.  Continue studying/documenting the MMT project, including the replication/expansion process.  This research will help inform the expansion process and the longer-term process of transition. MMT to GVN, in addition to the need to design a less costly and labor intensive MMT model, at the same time as continuing quality counseling and the high rate of adherence.

· Increase efforts to address stigma and discrimination through education and training.  

· The proposed transition of selected VCT sites should be part of the planning, monitoring and oversight recommended above.

· Increase efforts to work with local government and HIV committees to begin transition of support for prevention interventions.  Also, it is recommended to explore the possibilities for civil society to support prevention interventions, including outreach services and other counseling services.  

Recommendations for Care and Treatment

· Continue to provide support in the CS&T areas and build capacity. Focus on the newer/weaker sites where problems exist and more strengthening is needed, e.g., Lao Cai. 

· For the CBHC workers, work with local groups to explore alternative ways of providing home care services.  For example, commune health workers might be able to visit patients who are not as ill.  As the caseload continues to grow, CHBC workers will experience burn out and the quality of service could suffer. This is an important component of COC as CHBC workers are a critical link to the communities.
· For OVC support, continue to work with MOLISA to plan for the training and development of social workers who could potentially support OVC in the future.

· Evaluate the pilot OVC project in Thu Duc, as well as the comprehensive OVC program in Hai Phong and apply the lessons learned from these sites in the future.

· The FHI project has done an excellent job of strengthening health systems and human resources at different levels with the GVN. The future needs to focus on sustainability.  

· As noted above, during 2010-2011, FHI should engage in a strategic planning process with the service providers and the PACs to plan for transitioning selected mature COC sites. A first step is designing a detailed plan, including the technical and financial implications of the transition process.  One long-term objective would be for GVN to assume responsibility for all services and related activities except the provision of ARVs.  A first step would be to identify sites for the pilot phase of transitioning during the next year (2010-2011), including plans to document the process, in order to build on this experience in the follow-on project.  FHI’s work plan for 2010-2011 would need to be adjusted to include planning and monitoring of the transition process, including financial support for staff to participate in the process and play a strong supervisory and assessment role.  The learning during the next year will be critical for designing the follow-on phase.

Recommendations for Strategic Information

· The provincial-level IBBS dissemination workshops are opportunities to exercise the data use function of governance that should not be missed. As part of these workshops, participants will presumably review and discuss provincial-level patterns and trends of HIV infection and risk behaviors among MARPs. This information should be interpreted along with information about program coverage, strategies, and resource expenditure (budget, human resources, and materials). It is an opportunity for participants to formulate plans on how to allocate future activities and funds, and the latter can be done at a rough level, e.g., percentage of prevention budget allocated to different risk groups or intervention types.
Suggested topics for discussion during workshop:
1. What are the trends in HIV prevalence and key risk behaviors that appear to be driving the epidemic?
2. What is the provincial (district, site) level coverage of prevention, care and treatment services? How has coverage changed since the 2006 IBBS?
3. What are the programmatic implications of the new IBBS results? What interventions or programs appear to have worked well? What interventions have not worked well?
4. How should future resource allocation be made?
· Consider systematically garnering lessons learned from transition pilots using QI/QA methods. Document for sharing among sites and to pass on to new transition sites, which will be able to adopt best practices without testing and analyzing solutions.
· Consider implementing a provincial-level collaborative improvement approach on topics of provincial importance identified from the IBBS workshop. At the simplest level, this would involve defining 2-4 indicators that all QI teams in a province will monitor, and teams meet periodically to share the PDSA cycles that resulted in positive indicator change. Examples of topics that could be tackled in QI/QA work (whether tackled by a collaborative or individual QI team) are provided in the table below. Some topics could include participation of community, civil society, and local government participation in QI teams.

	Objective
	Example indicators to be tracked monthly
	Examples of activities/strategies QI teams might conduct and/or test 

	Prevention
	
	

	Increase coverage of prevention services among MARPs groups in DIC catchment areas 
	· Average number of unique IDUs receiving X outreach service per PE

· Number of unique IDUs participating in group activity 
	· Different tactics for locating hidden MARPS population 

· Methods of eliciting greater participation in Y activity

	Increase identification of FSW and MSM that inject drugs
	· Percentage of IDU club members “screened” for SW
	· Test alternative models for reaching MARPs that do not involve PEs

· Identify characteristics/approaches of PE relationships with MARPs that build rapport

· Test different ways of eliciting information on dual risk from MARPs

	Increase availability of income generation (IGA) activities among MARPs groups 
	· Percentage of IDUs currently receiving at least XX income from IGA among those registered
	· Visit local businesses for ideas for income generating activities

· Market analysis of skills and/or businesses needed in local economy

· Partner with bank for microloan program

	Increase HIV testing among partners of HIV+ clients at VCT clinics
	· Percentage of clients testing HIV+ with at least one partner that has been tested for HIV (reported)
	· Send official invitation for partner to be tested

· Test various incentives for partner testing 

	Treatment and care
	
	

	Increase methadone adherence
	· Percentage of methadone clients who discontinue or are lost to follow up 
	· Survey clients with low adherence for reasons for low adherence and problem solve around these

	Increase ARV adherence
	· Percentage of ART clients that attended their most recent follow up ART check up
	· 

	Increase efficiency of services at OPCs/DICs/VCT as measured by clients served per full-time staff (ex. number of clients tested per HIV counselors) 
	· Average number of VCT clients tested per full time counselor
	· Conduct client flow observations among “efficient” services to understand strategies that make them more efficient.


Program Management and Coordination

· FHI should hire a deputy director to support senior management.

· Increase efforts to integrate program units within FHI, e.g., increase collaborative planning between units, etc.

· Feedback related to FHI staff relationships with implementing and international partners should be discussed and addressed internally.

· USG partners should consult sub-partners when making program-related decisions.

· PEPFAR partners (including USAID) should develop joint policies, for example incentives for outreach workers, contract staff, etc., in addition to supporting GVN and other donor-group (e.g., Global Fund, World Bank) policies related to HIV.

· PEPFAR should increase efforts to coordinate among USG partners and with GVN and non-PEPFAR partners.

Evaluation Design and Process

For future evaluations, it is recommended that site visits be made to HIV/AIDS project activities supported by GVN and other donors (e.g., Global Fund, World Bank, CDC), which would provide a basis for comparison of approaches and facilitate planning for the future.
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� According to the data reporting system review, there are 142 sites, so the target of a DQA per site per year is likely a longer term target.


� The database design automatically produces reports and graphs following data entry, thereby reducing time spent on reporting writing and potentially facilitating routine data analysis 


� Unverified 


� That said, since intravenous drug use is of such great economic and societal importance, tracking crime rates more locally might indeed be very useful as the methadone pilot scales up.


� The Institute for Healthcare Improvement’s Breakthrough Series Collaborative is a short-term learning system that brings together a large number of teams from hospitals or clinics to seek improvement in a focused topic area. University Research Co’s Healthcare Improvement Project (HCI) has successfully adapted this model to low resource country settings. 
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